Introduction
The incidence of acute hepatitis A virus (HAV) infection in England and Wales has declined from a peak of 7545 laboratory reports in 1990 to 6762 in 1992 (unpublished Communicable Disease Surveillance Centre data to 30 June 1993). It is unclear whether sexual behaviour is a significant factor in the transmission of HAV, even though the epidemiological association between sexually transmitted hepatitis B infection and homosexual men in the UK has been well documented. -3 As HAV is transmitted by the faecal-oral route, homosexual men have been thought to be at increased risk by oral-anal sexual contact ("rimming")4 and it is postulated that sexually transmitted outbreaks have occurred in this population.56 However, on closer examination, it appears that in many instances the spread of HAV was significantly related to occupational factors such as airline travel, medical care and food handling,7 and that homosexual men were simply an easily identifiable population in the community, who are commonly employed in risk professions for hepatitis A.5 Since the onset of the HIV epidemic, "safer sex" practices which avoid unprotected penetrative anal intercourse have been promoted, possibly increasing the prevalence of oral-anal sexual contact8 and therefore HAV infection in both homosexual9 and heterosexual men. A formaldehyde inactivated hepatitis A vaccine (Havrix, SmithKline Beecham) is now available, but it is unclear whether homosexual men should routinely be offered immunisation.°0
The aim of our study was to determine the seroprevalence of HAV infection in male genitourinary (GUM) medicine clinic attenders and to examine its relationship to several factors including sexual orientation, HIV status and sexual behaviour including oral-anal sexual contact in order to assist the formulation of future strategies regarding the administration of hepatitis A vaccine. all patients known to be HIV-positive were excluded from the analysis, the seroprevalence rates remained similar for homosexual and heterosexual men (table 3) .
Subjects and methods
There was no significant association found between previous hepatitis A exposure and sexual practices involving oral-anal contact within the previous year in homosexual men in this study as shown in table 4.
No association was apparent between oralanal sexual contact and hepatitis A in the heterosexual men either, although this activity was much less common than in the homosexual population: eight of the 70 heterosexual men (1 1.4%) admitted to participating in oral-anal sexual practices with their female partners within the previous year, compared with 62-2% of the homosexual men.
Discussion
Owing to difficulties in matching socioeconomic and demographic factors, it is uncertain whether the prevalence of anti-HAV is higher in patients attending GUM clinics compared with the general population; the prevalence of anti-HAV IgG in 863 Foreign Office staff was 39% in 1989-90,"1 and was noted to have fallen in London blood donors from 47% in 1977 to 32% in 1985. 12 A 1980 GUM clinic study from Nova Scotia"3 found anti-HAV prevalence rates three times higher in homosexual males (42%) and heterosexual males and females (39%) when compared with blood donors (13%) and student nurses (14%),'4 whilst the prevalence rates were similar in heterosexual GUM patients and matched controls in Copenhagen (28%)'5 and New York City (23%). 16 Furthermore, it is also controversial whether the prevalence of anti-HAV differs between homosexual and heterosexual male GUM clinic attenders. In the absence of a hepatitis A outbreak, it is likely that the majority of infections have been acquired during childhood or by close contact with an infected person and are entirely unrelated to sexual activity. A study of 102 homosexual men recruited from a Seattle GUM clinic in the late 1970s"7 found an anti-HAV prevalence rate of 30% compared with 12% in matched heterosexuals with recurrent genital herpes simplex. Patient diaries suggested that HAV infection correlated with previous oralanal sexual contact; however, the authors' own HAV incidence data during the study period clearly demonstrated that there had been an epidemic of hepatitis A in the study population, although it was not established whether this was related to sexual transmission. Danish workers also described differing anti-HAV prevalences of 30% in homosexuals and 20% in heterosexuals. 18 However, the strongest support for our findings come from a 1979 study from a London GUM clinic situated close to our hospital and hence with a similar attendant population, which found similar seroprevalence rates in the two groups, with figures of 49.2% for homosexuals and 43.8% for heterosexuals. 19 The factors prompting oral-anal sexual practices among homosexual men have previously been documented9 with a prevalence of up to 76%.20 No previous studies have been published examining corresponding behaviour in heterosexual GUM clinic attenders. Our figure of 11A4% may be an underestimate, as it is uncertain whether oral-anal sexual contact is becoming more common in this population since the advocacy of "safer sex" activities as regards HIV transmission which avoid penetrative vaginal or anal intercourse. This may also have other implications as it has been postulated that there could be a faecaloral transmitted co-factor involved in the aetiology of Kaposi's sarcoma in AIDS patients. 2' This is the first study that has examined anti-HAV prevalence in a GUM clinic since the onset of the HIV epidemic and the release of an active hepatitis A vaccine. Despite the conflicting nature of previous published studies, our findings support the view that hepatitis A prevalence rates in homosexual and heterosexual men are broadly comparable. We To conclude, quantitating anti-HAV seroprevalence is extremely difficult owing to confounding demographic factors and recruitment of sufficient sample size, but our large study of similar populations of homosexual and heterosexual men attending a central London GUM clinic has demonstrated that the anti-HAV prevalence is similar in both groups, and is not significantly altered by the exclusion of individuals with known HIV infection. Although we have shown that oralanal sexual activity is not exclusively restricted to homosexual men, this does not appear to be a major route of transmission for hepatitis A in the context of cumulative lifetime risk. Further studies are required at other centres to assess the local risk of HAV infection which may be influenced by geographical factors as well as a more detailed assessment of sexual behaviour by the attendant population.
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